This study aimed to compare levels of adherence to non-pharmacological guidelines between patients with and without hypertension diagnoses, and examined temporal changes in adherence during recent decades. We used data from the Korean National Health and Nutrition Examination Survey (1998-2012), including 13,768 Korean hypertensive patients aged 30 years who were categorized according to the presence or absence of a hypertension diagnosis, based on blood pressure and self-reported information. Adherence to the guidelines was calculated for 6 components, including dietary and lifestyle habits. A multivariable generalized linear regression model was used. The proportion of hypertensive patients aware of their condition increased from 33.4% in 1998 to 74.8% in 2012 (p < 0.001), although these increments plateaued during recent survey years. Patients with hypertension diagnoses were older, and more likely to be female,and have lower education levels than those without hypertension diagnoses, for most survey years. Overall adherence levels were poor (mean score 2 of 6), and levels of adherence to non-pharmacological habits did not significantly differ between patients with and without hypertension diagnoses. However, overall adherence levels improved significantly among patients with hypertension diagnoses: from 2.09 in 1998 to 2.27 in 2012 (p = 0.007), particularly regarding sufficient vegetable/seaweed consumption (p = 0.03), maintaining a normal weight (p = 0.03), and avoidance of smoking (p < 0.001). Awareness of hypertension is increasing, but hypertensive Korean patients demonstrate poor overall adherence to non-pharmacological hypertension management guidelines. These findings suggest that well-planned education programs should be continued after hypertension is diagnosed.
Introduction
Although hypertension has a high prevalence in Asian populations, its management and patient adherence to lifestyle recommendations have not been a priority [1] . According to the Korea National Health and Nutrition Examination Surveys (KNHANES), the prevalence of hypertension has stabilized in recent decades, at approximately 30% for Korean adults aged 30 years [2] . High blood pressure is often asymptomatic, but long-term hypertension increases the risk of serious complications, such as coronary heart disease [3, 4] . These complications account for 9.4 million deaths every year [5] , and hypertension is a considerable public health problem worldwide [6] .
Hypertension is both preventable and manageable by modifying diet and lifestyle [6] , as indicated by established clinical guidelines [7] . These modifications are generally termed "nonpharmacological modifications", and are characterized by the high intake of fresh fruits and vegetables, moderate intake of low-fat dairy and healthy proteins (poultry, fish, and nuts), low intake of sodium, weight management, and regular physical activity [8] . There has been great interest in non-pharmacological approaches in recent decades, as such approaches are safer and can enhance the effectiveness of antihypertensive drug therapy, compared to drugs alone [9] . Cumulative evidence also suggests that greater adherence to a healthy diet and lifestyle has been associated with lower blood pressure [10] and a decreased risk of chronic disease [11] and mortality [12] .
Although better adherence to guidelines is associated with enhanced health benefits through improved blood pressure control, limited information is available regarding the populationlevel adherence to these guidelines among hypertensive Korean patients. In Korea, the guidelines for management of hypertension were primarily developed by the Ministry of Health and Welfare (MHW) [13] and the Korean Society of Hypertension [14] . These 2 sets of guidelines are similar in that they advocate a low-sodium diet, and a higher intake of fiber-rich fruits and vegetables to maintain a healthy weight.
In 2001, the MHW established the National Hypertension Center, a national organization that links researchers and health care providers to develop effective strategies for preventing hypertension in South Korea. The aim of the National Hypertension Center was to decrease the prevalence of hypertension and related complications, and increase opportunities for education on hypertension as a means of facilitating self-management, through a variety of national interventions, particularly via establishment of a community-based program at public health centers. After 2007, case management programs for hypertensive patients were implemented, and consisted of visiting and interviewing by trained health professionals. Several prior reports have examined the effects of this case management program. So et al. [15] reported that a 8-12-week case management program resulted in significant improvements in blood pressure, body weight loss, salt and vegetable intake (lower sodium and higher vegetable intake), and physical activity in 30 participants with hypertension. Similarly, Chung et al. [16] demonstrated the efficacy of this case management program in controlling blood pressure. However, these studies were conducted with small sample sizes and were geographically limited; thus, the results could not be generalized. In addition, limited information is available regarding whether disease awareness is associated with greater levels of adherence to the guidelines, and how adherence levels have changed over time in the Korean population. Therefore, we compared levels of adherence to the non-pharmacological guidelines between patients with and without hypertension, and examined changes in adherence levels between the 1998 and 2012 surveys, using the KNHANES data.
Materials and Methods

Population
We analyzed data from the KNHANES 1998-2012, a nationally representative cross-sectional survey that used a complex, stratified, multistage, probability-cluster sampling approach. The protocols and measurements of the KNHANES have been described in detail elsewhere [17] . Briefly, the surveys collect extensive information through a health interview, health examination, and nutritional survey. The KNHANES was conducted as a series of 3 surveys in 1998, 2001, and 2005 for 10 weeks. Since 2007, the KNHANES have been performed yearround to avoid seasonal variations affecting data.
All participants signed an informed consent form, and the study was approved by the Institutional Review Board (IRB) of the Korea Centers for Disease Control and Prevention, who also provided formal ethics approval for the KNHANES data sets (IRB numbers: 2007-02-CON-04-P, 2008-04EXP-01-C, 2009-01CON-03-2C, 2010-02CON-21-C, 2011-02CON-06-C,  2012-01EXP-01-2C) .
Adults at or above 30 years of age tend to exhibit changes in metabolic processes with age [18] [19] [20] [21] ; such changes increase the importance of lifestyle adherence to hypertension management [22, 23] . Consequently, this analysis included participants greater than or equal to 30 years of age. Among a total 41,586 participants aged 30 years or older and without missing information on blood pressure, sampling weight, and dietary intake, we excluded individuals who had implausible energy intakes (< 500 kcal/day or > 5000 kcal/day) (n = 567), and nonhypertensive subjects (n = 27,251). We only included patients with hypertension if they met at least 1 of the following conditions: (1) measured systolic blood pressure (SBP) 140 mmHg or diastolic blood pressure (DBP) 90 mmHg [7] , (2) use of antihypertensive medication, (3) a medical history of hypertension as diagnosed by a physician, or (4) self-reported hypertension. Among defined hypertensive patients, those who gave positive responses to questions (2), (3), or (4) were defined as having diagnosed hypertension, and the remainder were considered to have undiagnosed hypertension. A total of 13,768 hypertensive participants were included in the final analysis.
Measurements
Demographic and lifestyle characteristics including age, sex, education, household income, smoking, alcohol consumption, and physical activity were collected through a health interview questionnaire. Smoking status was categorized as never, former, or current. Alcohol intake was calculated by multiplying the servings of alcohol consumed in 1 sitting by the frequency of consumption. Physical activity information could not be obtained for the 1998 and 2001 surveys, and some details were omitted from the 2005 and 2007 surveys. Thus, physical activity variables were used to calculate metabolic equivalents (METs [h/week]) [24] from the 2008-2012 surveys only.
Dietary information was obtained through a single 24-hour recall method, and the participants were asked to recall every consumed food item, as well as meal times, eating places, and the quantity of food consumed (volume [ml] or weight [g]). All consumed foods were coded and transformed to nutrients, including carbohydrate and sodium, on the basis of the Food Composition Table by the Rural Development Administration [25] . Consumption levels of vegetable and seaweed were examined using individual intake data from the 24-hour dietary recall, and each item was calculated with the exception of kimchi and pickled vegetables. Serving sizes of food items were defined according to the Dietary Reference Intakes for Koreans [26] .
Anthropometric measurements were standardized and performed by trained members of the survey team. Height in centimeters was measured to the nearest 0. were considered normal weight, and those where the BMI was 23 kg/m 2 were considered overweight/obese [27] . Waist circumference was measured as the abdominal girth midway between the costal margin and the iliac crest (Seca model 220; Seca, Hamburg, Germany). Blood pressure was measured by trained medical staff using a mercury sphygmomanometer (Baumanometer; Baum, USA). In 1998 and 2001, blood pressure measurements were taken twice in a stable state, and the mean SBP and DBP values were used, while 3 repeated measurements were averaged for the analysis after 2005. From 2011, the KNHANES conducted a project to evaluate the quality of blood pressure measurements and to provide prospects for quality improvement [28] .
Non-pharmacological guidelines for hypertensive patients
Assessment of level of adherence to non-pharmacological guidelines was determined on the basis of the "Dietary Guidelines for Disease Management" [13] developed by the MHW, and the "Korean Hypertension Treatment Guidelines" [29] by the Korean Society of Hypertension. The level of adherence to non-pharmacological recommendations was calculated based on 6 components, as follows (Box 1):
Individuals were assigned a value of 1 if they adhered to each component or 0 if they did not, with the total possible score for overall adherence ranging from 0 (the lowest adherence) to 6 (the highest adherence).
Statistical analysis
All statistical analyses were conducted with consideration of the complex survey design that used a multistage, stratified, clustered sampling approach to obtain a study sample representative of the entire non-institutionalized South Korean population. Descriptive statistics of participants were obtained by determining weighted frequency distributions of categorical variables and weighted means ± standard error of continuous variables. Characteristics of patients with and without hypertension diagnoses were compared using the chi-square test for categorical variables or the t-test for continuous variables. Multivariable generalized linear regression analysis was performed using the SAS PROC SURVEYREG command, which provides means ). Smoking rates significantly decreased from 34.8% in 1998 to 14.6% in 2012 (p for trend < 0.001), while a significant decrease was also observed for physical activity levels (p for trend < 0.001) during the recent survey years of 2008 to 2012. 1) P-values were derived from a chi-square test for categorical variables.
2) P for trend was derived from a linear regression analysis. 3) Values are unweighted n (weighted %) or weighted mean ± standard error. Among hypertensive patients, the proportion of diagnosed cases was 33.4% in 1998. This substantially increased until 2010, then plateaued in the 2011-2012 survey years (p for trend < 0.001, Fig 1) . Table 2 shows the general characteristics of hypertensive patients according to diagnosis status and survey year. Patients with hypertension diagnoses were older (p < 0.001) and were more likely to be female (p < 0.001), than those without; these differences were observed for all survey years. In addition, the group with hypertension diagnoses was more likely to have greater waist circumference, lower levels of education, and lower prevalence of current smoking than the group without hypertension diagnoses, for most survey years.
Levels of adherence to the 6 non-pharmacological guidelines among patients with and without hypertension diagnoses during the 1998-2012 survey years were examined in a multivariable linear regression after adjusting for age, sex, education, household income, alcohol consumption, and smoking status (Fig 2) . Adherence to recommended non-pharmacological habits did not significantly differ according to diagnosis status for most survey years, with the exception of maintaining a normal weight. Patients without hypertension diagnoses had a higher level of adherence to maintaining a healthy weight (BMI from 18.5 to 23 kg/m 2 ) than patients with hypertension diagnoses; however, such an observation was only made in 1998 (undiagnosed: 0.33 points vs diagnosed: 0.23 points). The guidelines with the greatest adherence ratings were avoidance of smoking (0.61-0.84 points) and moderate alcohol consumption (0.49-0.65 points). However, nutrient-related guidelines, such as limiting sodium intake (0.07-0.20 points), moderate carbohydrate consumption (0.10-0.21 points), and sufficient intakes of fresh vegetables and seaweeds (0.15-0.24 points) exhibited poor adherence. (Continued) Fig 3 shows changes in the levels of adherence to the 6 non-pharmacological guidelines as well as overall adherence among patients with and without hypertension diagnoses, between 1998 and 2012. There were significant changes in levels of adherence to no current smoking and moderate alcohol consumption for patients with and with hypertension diagnoses. Levels of adherence to no current smoking increased from 0.66 in 1998 to 0.83 in 2012 among diagnosed patients (p < 0.001), and from 0.62 in 1998 to 0.77 in 2012 among undiagnosed patients (p < 0.001). However, adherence to moderate alcohol consumption decreased from 0.71 in 1998 to 0.57 in 2012 among diagnosed patients (p < 0.001), and from 0.62 in 1998 to 0.43 in 2012 among undiagnosed patients (p < 0.001). Adherence to sufficient vegetable/seaweed consumption (p = 0.03) and maintaining a normal weight (p = 0.03) improved over time for diagnosed subjects only. Overall adherence to the 6 non-pharmacological guidelines ranged between 2.09-2.27 and 2.07-2.03 among patients with and without hypertension diagnoses, respectively; however, improvement was significant in diagnosed patients only (p = 0.007). Fig 4 illustrates the trends in average SBP and DBP, adjusted for age, sex, and the use of antihypertensive agents, for patients with and without hypertension diagnoses. From 1998 to 2012, the average levels of SBP significantly decreased from 148.79 mmHg in 1998 to 132.01 mmHg in 2012 among diagnosed patients (p for trend < 0.001), and from 153.59 mmHg in 1998 to 142.64 mmHg in 2012 among undiagnosed patients (p for trend < 0.001). The average levels of DBP decreased by 11.33 mmHg during 14 years for diagnosed patients (p for trend < 0.001), but no significant change in DBP was observed for undiagnosed patients (decreased by 5.8 mmHg, p for trend = 0.8). Overall, both SBP and DBP tended to be higher in undiagnosed patients than diagnosed patients for most survey years.
Discussion
During recent decades, the proportion of patients diagnosed with hypertension has rapidly increased. However, overall levels of adherence to non-pharmacological guidelines for blood pressure management have been poor, and a hypertension diagnosis was not associated with better adherence to the guidelines when compared to persons with undiagnosed hypertension, for most survey years. Overall adherence levels improved slightly among patients with hypertension diagnoses. However, this was not observed among patients with undiagnosed hypertension between the 1998-2012 survey years. Smoking rates were relatively low and decreased substantially over time for both patients with and without hypertension diagnoses. Improvements in adherence may be responsible for positive reductions in blood pressure, particularly Adherence to Guidelines for Hypertension for patients with hypertension diagnoses whose blood pressure has significantly decreased over the 14 survey years.
Our results demonstrate that awareness of hypertension has improved over the past decade in Korea, and remained stable in 2010-2012, with a high proportion of the hypertensive population reporting a diagnosis (74.5-78.5%). According to cumulative scientific reports, similar awareness levels have been reported in the US, however, relatively low levels of awareness have been observed in China. A National Health and Nutrition Examination Survey (NCHS) data brief [29] reported that awareness levels were high in the US, with approximately 80.2% of male and 85.4% of female hypertensive patients reporting awareness of their condition. Interestingly, Asian adults with hypertension were less aware of their condition (72.8%) than other races, such as non-Hispanic white (82.7%), non-Hispanic black (85.7%), and Hispanic (82.2%) individuals. According to a recent report regarding Chinese hypertension guidelines, the prevalence of hypertension has increased, but the awareness of hypertension was only 30.2% among Chinese hypertensive adults aged 18 years or older [30] .
In addition, hypertension awareness was associated with other factors. For example, patients who were diagnosed were older [31, 32] , more likely to be female [33] , had lower rates of smoking [32] , reported a family history of hypertension [31] , had a higher household income [31] , and a higher BMI [32] than those with undiagnosed hypertension.
Patient awareness of hypertension is important for achieving blood pressure control, because it provides opportunities to change diet and lifestyle habits, and initiate pharmacological therapy where warranted. In the European Investigation into Cancer and Nutrition-NL cohort, subjects aware of their hypertension were more likely to adhere to the guidelines, particularly for fat and fiber intake, alcohol restriction, and achievement and maintenance of a healthy weight [34] . However, we found no differences in adherence to the non-pharmacological guidelines between patients with and without hypertension diagnoses. Plausible explanations exist for these discrepant results. For example, a lack of motivation may be a root cause of low adherence among hypertensive patients to pursue dietary and lifestyle changes. Hypertension has been labeled "the silent killer" because it has no early symptoms; thus, hypertensive patients may be less motivated to change their dietary and lifestyle until they experience serious health conditions, such as a stroke or heart attack [35] . Therefore, it is particularly important to emphasize the impact of changes in dietary and lifestyle habits through focused education programs targeting Korean patients after a diagnosis of hypertension.
One of the least followed guidelines was limiting sodium intake, which is particularly important for hypertensive patients. High sodium intake is known to increase sympathetic nervous system activity and cardiac output, and eventually increases the risk of hypertension and its complications such as cardiovascular disease [36] . Observational studies and randomized controlled trials have repeatedly shown that higher dietary sodium intake is associated with higher blood pressures [37, 38] and an increased risk of hypertensive complications [39] and mortality [40] . The average sodium intake for Korean adults is 4,878 mg/day [2] , more than 2.4 times the recommended amount [41] , because the traditional Korean diet includes various high-sodium dishes. The major sources of sodium are kimchi (1125 mg, 24.5%), noodles (572 mg, 12.4%), soups (488 mg, 10.6%), and stews (399 mg, 8.7%) [42] . In addition, salt sensitivity of blood pressure is present in approximately half of the Korean population with essential hypertension [43] , which is attributable to an impaired renal capacity to excrete sodium [44] . This predisposition corresponds to an increase in health risks associated with cardiovascular disease [45] . Therefore, Korean patients with hypertension must closely monitor the sodium content in their diet.
Although the overall levels of adherence to non-pharmacological guidelines were poor, and did not differ between patients with and without hypertension diagnoses for all survey years, there were significant positive changes in adherence levels among patients with hypertension diagnoses in recent decades. These improvements were apparent in adherence to avoiding smoking, sufficient vegetable/seaweed consumption, and maintenance of a normal weight. This may be a positive sign of government effort (e.g., conducting and expanding communitybased intervention programs at public health centers nationally) to improve patient self-management skills for hypertension. In fact, in this population, we observed a trend towards decreasing blood pressure levels, particularly for patients with hypertension diagnoses. Focused interest and investment in education programs for hypertensive patients will be necessary at the population level, and improvements in levels of adherence to non-pharmacological guidelines for hypertension will be key to reducing the public health burden of complications secondary to hypertension.
Our study has several strengths. By obtaining a large population and representative data from the KNHANES, our results are more generalizable to the South Korean hypertensive population. In addition, to our knowledge, this may be the first study to examine levels of adherence to non-pharmacological guidelines, considering diagnosis status as well as changes over time.
Limitations of this study should also be considered. Although blood pressure was measured by trained medical staff and the average used to identify diagnosed and undiagnosed hypertension, misclassification may exist, as identification of hypertension was based on self-reported information, whereby confounders, such as the "white coat" phenomenon, may change the observed results. In addition, this was a cross-sectional study and therefore could not examine changes over time within individual. Dietary and nutrient intake levels were evaluated using a 1-day 24-h recall method, which could have resulted in misclassification. Finally, our participants were recruited from 1998 to 2012, and our definition of non-pharmacological guidelines was primarily based on 2 guidelines, the "Dietary Guidelines for Disease Management" (2010) and the "2013 Korean Hypertension Treatment Guidelines" (2013). The first edition of the Korean Hypertension Treatment Guidelines (2004) was not considered in our definition, but was almost identical to the 2013 Korean Hypertension Treatment Guidelines with respect to non-pharmacological components.
In conclusion, awareness of hypertension may be important for patients to control blood pressure. However, awareness itself may be insufficient to motivate patients to change their dietary and lifestyle behaviors. Thus, it is critical to improve patient education efforts to better manage hypertension and improve compliance with dietary and lifestyle recommendations, such that blood pressure can be controlled aggressively to prevent long-term complications.
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